
USA HOCKEY

CON SEN T  T O T R EAT

This is to certify that on this date, I _________________________, as parent or guardian

of ____________________________ (athlete participant), or for m yself as an adult

participant, give m y consent to U S A  H ockey and its m edical representative to ob tain

m edical care from  any licensed physician, hospital, or clinic for the ab ove m entioned

participant, for any injury that could arise from  participation in U S A  H ockey sanctioned

events.

If said participant is covered b y any insurance com pany, please com plete the follow ing:

N am e of Insurance C om pany: ______________________________________________

A ddress: ______________________________________________________________

P olicy N um b er: _________________________________________________________

S igned: _______________________________________________________________
(parent/guardian or adult participant)

R elationship to A thlete: ___________________________________________________

H om e A ddress: _________________________________________________________

P hone: (__________)_________________________     D ate: _____________________

E x cess accident insurance up to $ 2 5 ,0 0 0 , sub ject to deductib les, ex clusions and certain

lim itations, is provided to all U S A  H ockey registered team  participants. F or further details

visit w w w .usahockey.com  or call U S A  H ockey at 7 1 9 -5 7 6 -U S A H .

(over, please)
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MEDICAL HISTORY FORM

(C O M P L E T IO N O F T H IS S ID E O F T H E F O R M IS O P T IO N A L )

Name _____________________________________________________           Date: _____________

Address: _____________________________________________________      B irthdate: ____________

_____________________________________________________

Daytime Phone: ___________________________     Evening Phone: ____________________________

W HO TO CONTACT IN CASE OF AN EMERG ENCY?

Name: _______________________________________________     Relationship: __________________

Daytime Phone: ___________________________     Evening Phone: ____________________________

Physician's Name: _____________________________________________________________________

Daytime Phone: ____________________________     Evening Phone: ___________________________

Hospital of Choice: ____________________________________________________________________

P LEASE COMP LETE THE FOLLOW ING :

If the answer to any of the following q uestions is or was yes, please describe the problem and its
implications for proper first aid treatment on a separate piece of paper.

Ha v e y o u  h a d  (o r d o  y o u  p res ently  h a v e) a ny  o f th e fo llo w ing ? Circle One

Head injury (concussion, skull fracture) Yes No
Fainting spells Yes No
Convulsions/epilepsy Yes No
Neck or back injury Yes No
Asthma Yes No
High blood pressure Yes No
K idney problems Yes No
Hernia Yes No
Diabetes Yes No
Heart murmur Yes No
Allergies Yes No

Please specify: _____________________________________

Inju ries  to :

Shoulder Yes No
K nee Yes No
Ankle Yes No
Fingers Yes No
Arm Yes No
O ther: ______________________________________________

Impaired vision Yes No
Impaired hearing Yes No
O ther: ______________________________________________

Ha v e y o u  h a d  a  recent teta nu s  b o o s ter?  _ _ _ _ _   If s o , w h en? _________________________________

Are y o u  cu rrently  ta k ing  a ny  m ed ica tio ns ?  _ _ _ _ _   W h a t?  W h y ? _______________________________

________________________________________________________________________________

Ha s  th e d o cto r p la ced  a ny  res trictio ns  o n y o u r a ctiv ity ?  _ _ _ _ _   Ex p la in: _______________________

________________________________________________________________________________
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